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Further, rhytidectomy has been found to be safe in a wider, older range of patients, 2 making it more popular with the aging baby boomer generation. However, despite the expansive number of procedures performed, authors and aesthetic surgeons alike acknowledge the lack of comprehensive data on current trends in facial rejuvenation. 3 Alsarraf et al noted the severe lack of data on cost outcomes/trends in facial plastics or the market forces behind them. 4 The authors aimed to report current national data and recent trends in inpatient facelifts over the last decade using the Nationwide Inpatient Sample (NIS) database.
A retrospective serial cross-sectional study of data from the NIS database for the 2000 to 2010 time period was performed. 5 The database was queried in January 2014. Sponsored by the Agency for Healthcare Research and Quality, the NIS contains all payer discharge data from inpatient hospitalization from roughly 20% of all hospitals in 37 participating US states. The NIS utilizes data from roughly 1000 hospitals each year to create a sample representing >95% of the US population. 6 Hospital admissions involving facial rhytidectomy were examined. Data were extracted using ICD-9 codes for facial rhytidectomy (86.82), and relevant data were obtained. Data collected included patient and hospital demographics, hospital outcomes, and resource utilization. For each hospital admission, patient age, gender, race, median income quartile, and primary expected payer were recorded. Hospital characteristics, including hospital type (teaching/ non-teaching, rural/urban), size, and geographic region were recorded. Admission characteristics (weekend, elective) were obtained. The following outcome measures were included: length of stay (LOS), inpatient hospital total charges, and patient disposition, including in-hospital mortality. An extensive descriptive analysis of the incidence of facelifts, patient demographics, outcomes, and costs associated with admissions across the time series was performed.
A total of 7839 inpatient admissions for facial rhytidectomy were examined across the 11-year study period. There was only 1 case of mortality, and the average percentage of female patients (89.5%), age (58.38 ± 9.95 years), and LOS (1.39 ± 0.83 days) remained stable throughout the study period. Ninety percent of patients were Caucasian, 85% of patients were in the third or fourth median income quartile, and 94% of patients were either self-pay or private insurance patients. The insurance status of patients is simply a descriptive category within the database and does not indicate how the patient paid for the particular procedure. In terms of location, only 1.8% of admissions were in rural hospitals, compared with 62.5% in urban teaching hospitals, and the large majority of cases were performed in the Northeast region of the US (42.5%), while very few were from the Midwest (3.3%). Demographic data are summarized in Table 1 . Trends appreciated from 2000 to 2010 included:
(1) A decrease in inpatient facelifts performed throughout the study period. The number dropped from 1956 cases in 2000 to 316 cases in 2010. This is illustrated in Figure 1 . (2) An increase in the mean overall charges ($10,528 in 2000 to $39,821 in 2010, a 278% percent increase). This is illustrated in Figure 2 .
This is among the first attempts to analyze nationwide data regarding rhytidectomy. Since facelifts are primarily performed in the outpatient setting, there is very little comprehensive data regarding this popular procedure. Most attempts to characterize comprehensive thoughts, techniques, or trends in facelift procedures have come from survey studies. 
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Demographic data confirmed that the most common patients for facelift procedures are middle-aged to older women from the highest paying quartile of society, an assumed demographic to most cosmetic surgeons. Further, the overwhelming majority of patients were either self-pay or private insurance patients. The real question to answer is what patient characteristics made these procedures inpatient facelifts as opposed to being performed in the outpatient setting. The regional bias in inpatient facelifts could further speak to a technique preference by cosmetic surgeons in the Northeast that makes them more likely to be placed as an inpatient. Likewise, there may exist a technique preference or regional hospital protocols to explain a lack of inpatient cases in the Midwest.
Although the number of facelift procedures performed continues to rise, our data demonstrate that the number of inpatient facelift procedures continues to decline. We hypothesize that, with this, there are 2 related factors. First, the ability for the surgeons to reliably and consistently perform effective and safe facelifts despite the technique used allows for same day discharge. Second, more of these operations are likely being performed in the outpatient surgical center setting, which also are not captured in the NIS database.
With the advent of rising hospital costs throughout the US, it seems that facelifts are no different. Although most facelift procedures are paid for out-of-pocket by patients (as was confirmed in this study), there continues to be a large increase in cost. Once adjusted for inflation, we still find a significant rise in the cost of hospital admission. In this sense, the rise of minimally invasive techniques for facelift is potentially cost effective. This also begs the question as to why are inpatient facelifts being performed? The authors believe that economic factors of free market pricing of outpatient facelifts discourage surgeons from placing their patients in the hospital after facelift, as hospital costs are rising, which we confirm in this study. Rising hospital costs may deplete the amount of surgeon fees that can be charged per case, limiting the incentive of inpatient hospitalization.
Large, retrospective database studies that seek to examine surgical epidemiology and outcomes by performing deep data mining are subject to a unique set of limitations. Since the NIS database only captures inpatient admissions, a majority of facelifts performed each year are left out of the analysis. According to the 2010 National Cosmetic Surgery Data Bank, 7 127,512 total (inpatient and outpatient) facelifts were performed within the year. The NIS represents roughly 20% of hospitals nationally, and therefore estimates a total of 1580 (316 cases in 2010 multiplied by 5) inpatient facelifts in 2010. Therefore, in 2010, roughly only 1.2% of facelifts were performed in the inpatient setting. This study analyzes roughly 7000 total cases over 11 years, while over 100,000 facelifts are performed annually by plastic surgeons. Further, patient comorbidities, diagnosis, surgical technique, outpatient follow up, complications, and reoperation ratesall important clinical outcome measures used to gauge success of surgical intervention-were not available to analyze. Nevertheless, we believe the trends that we have seen across a decade of data still hold significance for our practice in developing a baseline nationwide. There is a further need for research regarding nationwide trends in facelifts.
This article serves as one of the first reports of nationwide data regarding inpatient facelift procedures. The data show that there is a trend of lower incidence and higher total hospital costs of inpatient facelifts over the last decade. An understanding of such trends and disparities in resource use among various patient, hospital, and geographic settings is important for patients, surgeons, and administrators involved in aesthetic surgery.
